' he conception that rheumatic fever and its concomitants are rare or entirely unknown within the true tropics has long been in favour.
Seemingly it received strong confirmation when Clarke (*1930) published his notable paper on the geographical distribution of rheumatic fever. Rogers and Megaw (1930) in India and Swift (1931) and Longcope (1931) in America have supported this view. However, in the same year that Clarke published his paper, Hughes and Yusuf (1930) reported 25 cases of heart disease ?f rheumatic origin from Lahore, while Stott '1930) at Lucknow reported 20 cases of mitral stenosis. Two years later, Hodge (1932) reported six cases of rheumatic disease from Jalpaiguri, Bengal. Nevertheless, in each of these cases the objection can be made that they were not from within the true tropics. More recently, Kutumbiah (1935) from Vizagapatam and Banerjea (1935) (3) There would seem to be a slight but definite tendency to a later age of onset in rheumatic heart disease in the Deccan.
(4) The percentage of rheumatic heart disease without clinical evidence of rheumatic fever is no greater in the Deccan than elsewhere.
(5) The cardiac involvement in rheumatic fever in the Deccan does not seem to be so severe as in the north-western United States.
